An exploratory, multivariate study was carried out to assess (a) whether three contraceptive-effectiveness groups (high, moderate, and low) could be differentiated on the basis of variables that have been theoretically and empirically associated with contraceptive behavior and (b) whether an identified set of discriminating variables could accurately classify sexually active college students into these groups. Three hundred sixty-five sexually active, never-married college students (211 males and 154 females) completed instruments measuring variables related to contraception. Four separate discriminant analyses were performed, one for each sex for both their initial sexual encounter and their current sexual interactions. Discrimination and classification of the three contraceptive groups for both males' and females' initial sexual experience was not very successful. Moderate discrimination was achieved for the female current sexual activity subsample and good discrimination and classification was made for the currently sexually active male subsample. The results are discussed in terms of the implications of the findings for understanding contraceptive behavior of males and females, problems with the dependent variable of contraceptive use, and the mounting evidence that emotional orientation to sexuality influences contraceptive behavior.
In spite of the fact that birth control information and sophisticated contraceptive technology are readily available to most women today, substantial numbers of sexually active women use an unreliable method of contraception (e.g., foam, withdrawal, or rhythm) or no method at all (Zelnick & Kantner, 1977 , 1980 ., It is estimated that at least 20% of the unmarried women who are sexually active at age 19 have conceived at least once (Zelnick, Kim, & Kantner, 1979) . Recent reports would indicate that because the use of reliable methods of birth control among those women who use contraception has been gradually declining over the past 5 years (Gerrard, 1982; Zelnick & Kantner, 1980) , the number of unwanted teenage pregnancies can be expected to rise. For example, between 1976 , Zelnick and Kantner (1980 reported a 41% decline This study was conducted as part of the first author's master's thesis. We wish to thank D'Ann Rohde for her invaluable assistance in running the study.
Requests for reprints should be sent to Meg Gerrard, Department of Psychology, University of Kansas, Lawrence, Kansas 66044. in the use of the pill and intrauterine device (IUD) and an 86% increase in the use of withdrawal and rhythm among their teenage sample's first contraceptive methods.
1 Their surveys indicated that this decrease in the use of highly reliable methods has been accompanied by an increase in the percentage of premarital pregnancies among sexually active teenage women (from 9% in 1971 to 13% in 1976, to 16% in 1979) . They also reported a rise in the percentage of pregnant teenage women selecting abortion to terminate their pregnancy (from 23% in 1971 to 33% in 1976, to 37% in 1979) .
In the last 10-15 years, researchers have become increasingly interested in understanding the antecedents of contraceptive behavior, and progress has been made in understanding the correlates of effective and ineffective contraception, There is evidence that effective contraception is positively related to a number of variables including age at first intercourse, age at most recent sexual encounter, seriousness of the relationship, future orientation, positive attitudes about specific contraceptives, and a positive emotional orientation toward sex. 2 To date, two studies have taken advantage of multivariate techniques to explore the antecedents of effective contraception.
In the first of these studies, Foreit and Foreit (1978) , using a sample of sexually active men and women, attempted to predict contraceptive behavior from a group of 13 demographic, personality, and situational variables. Using stepwise multiple regressions and focusing on method of contraception as the primary criterion measure, they examined four specific measures of contraceptive behavior: method used with first partner, method used with most recent partner, method used with most recent steady partner, and method used with most recent casual partner. 3 In summarizing their results, Foreit and Foreit argued that situational variables (i.e., type of relationship in which sex occurs and frequency of intercourse) are the best predictors of contraceptive behavior of individuals involved in steady relationships, whereas background variables (i.e., method used at first intercourse and age) are better predictors of the contraceptive choices of people involved in casual relationships.
Several criticisms of this study may be offered. First, insofar as women are in a position to experience the consequences of failed contraception in a different way than men (i.e., by becoming pregnant), it may have been more meaningful to separate the analyses according to sex. Though sex did not appear as a reliable predictor in any of the regression analyses performed in the study, differences in the contraceptive experience of each sex should be considered fully before they are assumed to be identical. Second, the variable domains represented in the predictor set in this study may be lacking in both breadth and depth. Only one personality measure was used (Rotter's, 1966, Locus of Control Scale), though a number of other theoretically interesting personality measures could have been considered. Similarly, no attitudinal or normative influences relating to contraceptive choice were included.
The second study to bring a multivariate approach to the problem of contraceptive practice was carried out by Fisher et al. (1979) . Guided to a much greater extent by theory than were Foreit and Foreit (1978) , Fisher et al. attempted a much broader sampling of the variable domains that have been empirically linked with contraceptive behavior. These domains included attitudinal and normative belief variables, as suggested by Davidson and Jaccard (1975) , Fishbein (1972) , Fishbein and Jaccard (1973) , and Jaccard and Davidson (1972) ; individual differences in emotional orientation to sexual behavior, as emphasized by Byrne (1983) ; and situational variables influencing contraceptive practice, including type of relationship (casual vs. steady) and frequency of intercourse, as noted by Foreit and Foreit (1978) and Cvetkovich and Grote (1983) .
The two criterion measures used in this study were a dichotomous variable of whether or not subjects used a university contraceptive clinic and a 7-point scale assessing consistency of contraceptive behavior. "In the past, I or my partner" always used a method of birth control (1); never used a method of birth control (7); or not applicable, I have never had sexual intercourse (0). A 2 (contraceptive clinic users vs. nonusers) X 3 (consistent vs. inconsistent contraceptors vs. sexually inactive subjects) multivariate analysis of variance revealed both 2 For a more complete overview of the literature on the psychological antecedents to effective contraception, see Gerrard, McCann, and Geis (in press ).
3 Foreit and Foreit (1978) grouped their dependent variable, contraceptive method, into four categories forming an ordinal scale of increasing theoretical effectiveness: no method, withdrawal, the condom, and the contraceptive pill. This grouping was carried out primarily because use of rhythm, foam, the IUD, or the diaphragm was rarely mentioned by the respondents. Foreit and Foreit's sample came from two urban campuses, one located in the northeast United States and the other in the southwest. Zelnick and Kantner (1980) , using a stratified sample based on the 1970 census figures for metropolitan areas, indicated that 17.3% of their 15-19-year-old women reported current use of either rhythm, douche, foam, the diaphragm, or the IUD. Therefore, with respect to contraceptive methods used, Foreit and Foreit's (1978) and Zelnick and Kantner's (1980) samples appear to be somewhat different. a multivariate main effect for clinic use and a multivariate main effect for consistency of contraception. The multivariate interaction (Clinic Use X Consistency of Contraception) was nonsignificant. A multiple regression analysis involving affective orientation to erotica, attitudes, norms, and relationship seriousness accounted for 29% of the variance in the dependent measure of clinic use, and a similar pattern was also suggested for consistency of contraception.
Two general problems can be pointed out in this study. First, the sample included no males. We believed that in order to understand the interactional nature of contraceptive practices, males should be assessed along with females. The second, and much more important, problem involves the two criterion measures, clinic use or nonuse and contraceptive consistency. Neither criterion appears to be a very accurate measure of contraceptive behavior as it relates to actual practice. Though use of a contraceptive clinic may be a reflection of a positive attitude toward birth control planning, there is no information provided about the actual birth control methods used by each of the two groups. In fact, it is conceivable that those individuals who do not use the university contraceptive clinic (and for example, acquire contraception from a personal gynecologist) are as effective, if not more effective, in their contraceptive behavior than those who use the clinic regularly. The fact that mean scores for both groups fell on the same side of the scale midpoints on all measures in this study attests to this possibility.
The present study was designed to improve on several methodological problems noted in the two previously reviewed multivariate studies. First, this study included separate analyses for both female and male subjects. Second, the quantification of the criterion variable is based on both the theoretical considerations and use effectiveness probabilities discussed by Gough (1973) , Dryfoos (1982) , and Hatcher etal. (1978) .
Gough has provided empirical support for classifying contraceptive choice among college students into three groups. In a factor analysis of the acceptability ratings of 10 contraceptive methods (i.e., condom, diaphragm, foam or jelly, vasectomy, tubal ligation, abstinence, rhythm, withdrawal, IUD, and the contraceptive pill), three groupings of methods relevant to college students emerged: (a) coitus-independent methods-IUD and contraceptive pill; (b) coitus-dependent methods-condom, diaphragm, and foam or jelly; and (c) coitusinhibiting methods-rhythm and withdrawal. 4 In reviewing contraceptive use, pregnancy intentions, and pregnancy outcomes among U.S. women, Dryfoos (1982) chose to arrange her data in three similar groupings: (a) most effective methods-pill, IUD and contraceptive sterilization; (b) less effective methodsdiaphragm, condom, and spermicides; and (c) least effective methods-rhythm, withdrawal, and douche. She presented contraceptive method failure rates for married women (unintentional pregnancies during the first year of using a given method), which form an interval scale that is consistent with the above groupings.
Finally, Hatcher et al. (1978) have presented actuarial data on pregnancies per 100 users for various contraceptive methods that also argues for the groupings suggested above. Primarily because they involve a greater likelihood of misapplication or birth control device failure, coitus-dependent methods (the condom, diaphragm, and foam or jelly) are more likely to lead to pregnancy than coitus-independent methods, and there is greater variability in the consistency of their application. It seems justified, then, to separate individuals who use coitus-independent methods from those who use coitus-dependent methods purely on an actuarial basis. Similarly, probabilities of contraceptive failure for users of coitus-inhibiting methods (rhythm and withdrawal) are markedly higher than both the coitus-independent and coitus-dependent groups. Therefore, based on actuarial data on contraceptive failure reported by both Dryfoos (1982) and Hatcher et al. (1978) , users of coitus-independent methods (e.g., the contraceptive pill and IUD) can be labeled a high-contraceptive-effectiveness group, users of coitus-dependent methods (e.g., the condom, diaphragm, and foam or jelly) a moderatecontraceptive-effectiveness group, and users of coitus-inhibiting methods (e.g., withdrawal, rhythm, douche, or no method) a low-contraceptive-effectiveness group.
In summary, the present study is a multivariate analysis of the relationship between contraceptive use and variables derived from the following scales: the Nowiki-Strickland Locus of Control Scale (Nowiki & Duke, 1974) , the Dogmatism Scale (Rokeach, 1960) , the Sensation Seeking Scale (Zuckerman, Bone, Neary, Manglesdorff, & Brustman, 1972 ), Rosenberg's (1965) Self-Esteem Scale, Mosher's (1966 Mosher's ( , 1968 Sex Guilt Inventory, the Sex Anxiety Inventory (Janda & O'Grady, 1980) , and the Sexual Opinion Survey (White, Fisher, Byrne, & Kingma, 1977) . The variables of knowledge about birth control, religious affiliation, age at first intercourse, and time frame in which birth control is discussed are also included in the analysis. In addition, the Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 1960) was included to assess the contribution of response bias.
The two basic questions in this study are as follows: (a) Can these three contraceptive effectiveness groups (high, moderate, and low) be differentiated on the basis of variables that have been theoretically and/or empirically associated with contraceptive behavior? (b) Can an identified set of discriminating variables accurately classify sexually active college students into these groups?
Method

Subjects
A screening questionnaire for birth control practices was given to 672 undergraduates enrolled in introductory psychology courses at a large midwestern state university. The 365 students who indicated that they were sexually active and had never been married (211 males and 154 females) were contacted by phone and asked to fill out a battery of questionnaires concerning birth control and sexual behavior. Six subjects indicated they had not had sexual intercourse and were deleted from the sample. The 336 subjects who agreed to participate (93% of those contacted) were compensated for their time by receiving research credits required in their psychology courses.
Instruments and Procedures
A same-sex experimenter introduced the contraceptive data collection booklet, administered a consent form, and assured the subjects that their responses would remain confidential and anonymous. The contraceptive data collection booklet, which was divided into three sections, was administered in small group sessions. The first part of the booklet inquired about personal background data (e.g., age, religious affiliation, year in college, and living situation). The second part solicited information about the subjects' sexual experience and a history of contraceptive use consisting of 32 questions derived from past research in this area (e.g., "How old were you when you had your first sexual experience?" "What type of birth control precaution, if any, did you take at first intercourse?" "If you are sexually active now, do you use contraceptives regularly?" "What type of relationship do you and your partners] have?"). The final section of the booklet consisted of a contraceptive knowledge test and the eight dispositional measures noted above.
Results
Of the total sample of 645 never-married college students, 62% of the males (n = 211) and 51% of the females (n -154) reported having had sexual intercourse. Twelve sexually active males and 17 sexually active females declined to participate in the study. Therefore, the final sample consisted of 199 males and 137 females. This sample was predominantly middle class (estimated median parental income, $30,000 to $35,000), Caucasian (95%), 18 to 19 years old (73%), and lived with a same-sex roommate (81%). One hundred thirty-two males and 99 females reported being sexually active during the month before participation in the study and constituted the subsamples used in analyses of current contraception.
Several questions addressed the subjects' history of contraceptive practices. Contraceptive methods used at the subjects' first sexual experience and currently (methods used sometime within the month before filling out the sexual activity questionnaire) are reported in Table 1 .
Discriminant Analyses
In this study, several discriminant analysis procedures were used to determine whether male and female college-aged contraceptors assigned to the three contraceptive effectiveness groups could be distinguished and classified on the basis of a number of theoretically and/ or empirically generated variables related to contraceptive practice. The three categories of contraceptive practice constituting the criterion measure included (a) a high-effectiveness group reporting a contraceptive method of 95% or greater use effectiveness (the pill, IUD, sterile partner, vasectomy, or hysterectomy), (b) a moderate-effectiveness group reporting a contraceptive method of 75% to 94% use effectiveness (condom, diaphragm, and/or spermicidal foam or jelly), and (c) a low-effectiveness group reporting a contraceptive method of 74% or lower use effectiveness (the calendar rhythm method, withdrawal, douche, or no contraceptive method).
5
: Discriminant analyses were performed on each of four subsamples: one for each sex at both their initial sexual encounter and their current sexual interaction. Each subject reported having been sexually active, so every subject was included in the analyses of initial contraceptive method, but only those subjects reporting sexual activity within the month preceding filling out the questionnaire on sexual activity were included in the current method analyses. Three discriminant analysis techniques were used on each subsample.
Women's initial intercourse. One hundred ten of the 137 female subjects had complete records for the variables used to assess discrimination among the three contraceptive groups at initial sexual experience. The stepwise discriminant procedure yielded one significant canonical discriminant function (eigenvalue = .081; canonical correlation = .273; Wilks's lambda = .925),,x 2 (2, N = 110) = 8.29, p = .016. Therefore, the three contraceptive groups are significantly different on the basis of only one of the two possible dimensions represented in the discriminating variables. A classification procedure based on the significant discriminant function derived in the previous step gave a correct-classification percentage of 62.8 for the 137 original cases. This relatively high classification percentage, however, is misleading. In terms of predicted group.membership, all 137 cases most closely resembled the typical profile of the low-effectiveness group. All of the low-group members and none of the high-and moderate-group members were correctly classified on the basis of the derived discriminant function. Such a classification suggests that the canonical discriminant function derived for this subsample does not distinguish the groups very effectively. The linear function represented by the set of variables yielded in the stepwise procedure, along with their standardized canonical discriminant function coefficients, included only one discriminating variable, the dichotomous variable representing affiliation with either the Catholic or a Protestant religion.
The second contraceptive group (group centroid = -.425), users of moderately effective birth control methods such as the condom and diaphragm, was separated from the highand low-effectiveness groups (group centroids = -.071 and .199, respectively) by the one significant function that emerged in the multiple discriminant analysis. The results of this analysis suggest that in contrast to the high-and low-contraceptive-effectiveness groups, the moderate group was more likely to be affiliated with a Protestant religion. It should be noted that the high-effectiveness group comprised only nine subjects, which greatly reduced both the variability in that group and the likelihood that meaningful discrimination of the group could occur.
Men's initial intercourse. One hundred sixty of the 199 male subjects had complete records for the variables used to assess discrimination among the three contraceptive groups at initial sexual experience. One significant canonical discriminant function was found (eigenvalue = .185; canonical correlation = .395; Wilks's lambda = .840), X 2 (6, N= 160) = 27.27, p = .0001. Therefore, the three groups were significantly different on the basis of only one of the two possible dimensions represented in the discriminating variables. A classification procedure based on the significant discriminant function derived in the previous step correctly classified 63.3% of the original 196 cases.
6 This classification percentage, however, was primarily a result of a high hit rate for the low-effectiveness group (92.4% classified) compared to poor hit rates for the high-(0% classified) and moderate-(28.8% classified) effectiveness groups. Because the low-effectiveness group makes up 60% of the original sample (prior probability = .606), accurate prediction of this group gives a misleadingly high overall correct classification percentage. Again, as in the case of the female subsample at initial sexual intercourse, the majority of cases in all three original groups most closely resembled the typical profile of the low effectiveness group when classified on the basis of the derived discriminant function (61.5% of the high group, 71.2% of the moderate group, and 92.4% of the low group). The results of this classification procedure again t>oint to the fact that the three groups were not well distinguished by the discriminant function. The linear function represented by the set of variables yielded in the stepwise procedure, along with their standardized canonical discriminant function coefficients, included the following discriminating variables: time frame in which birth control is mentioned, -.841; age at initial sexual experience, .623; and birth control knowledge, .482.
The third contraceptive group (group centroid = -.329), users of birth control methods of low effectiveness such as withdrawal, rhythm, or no contraception, was maximally separated from the high and moderate groups (group centroids were .794 and .373, respectively), by the one significant function which emerged in the multiple discriminant analysis. In contrast to individuals in the high and moderate groups, individuals in the low group tended to talk about birth control at a later time in the sexual interaction (low, M = 3.26, SD = 1.42; vs. high, M = 2.25, SD = 1.41; and moderate, M = 2.63, -SD = 1.40; where 1 = sometime before sex, 2 -immediately before sex, 3 = after sex has taken place, etc.), engage in intercourse at a relatively earlier age (low, M = 16.30, SD = 2.00; vs. high, M = 17.30, SD = 1.30; and moderate, M = 16.70, SD = 1.20), and possess relatively less knowledge about contraception (low, M = 7.98, SD = 2.78; vs. high, M = 9.00, SD = 2.51; and moderate, M = 9.00, SD = 2.46).
Women's current intercourse. Of the 99 currently sexually active female subjects, 77 had complete records for the variables used to assess discrimination among the three contraceptive groups. One significant canonical discriminant function was found (eigenvalue = .420; canonical correlation = .544; Wilks's lambda = .682), X 2 (6, N = 77) = 27.94, p = .0001. Therefore, the three contraceptive groups were significantly different on the basis of only one of the two possible dimensions represented in the discriminating variables. A classification procedure based on the significant discriminant function derived in the previous step correctly classified 67.4% of the original 99 subsample cases. This classification procedure was accurate in classifying the high-effectiveness group (94.9% classified) and somewhat accurate in classifying the moderateeffectiveness group (55.6% classified). The loweffectiveness group, however, was not classified at all by the discriminant function (0% classified). The linear function represented by the set of variables selected in the stepwise procedure, along with their standardized canonical discriminant function coefficients, included the following discriminating variables: current average frequency of intercourse, .764; a dichotomous variable representing affiliation with either the Catholic or a Protestant religion, .519; and sex anxiety, -.490.
The significant discriminant function separated all three groups (moderate-effectiveness group centroid = -1.249, low-effectiveness group centroid = -.284, and high-effectiveness group centroid = .448), though greatest separation existed.between the moderate-effectiveness group and the high-and low-effectiveness groups. In contrast to individuals in the high-and low-effectiveness groups, individuals in the moderate-effectiveness group tended to engage in sex on a less frequent basis (moderate, M = 1.69, SD = .85; vs. high, M = 2.66, SD = .67; and low, M = 2.00, SD = 1.17), were more likely to be affiliated with a Protestant religion (moderate, M = .08, SD = .28; vs. high, M = .38, SD = .49; and low, M A1, SD = .51), and scored higher on a measure of sex anxiety (moderate, M= 13.92, SD = 3.30; vs. high, M = 9.68, SD = 4.30; and low, M = 11.12, SD = 5.40) . Though the discriminating variable of sex guilt did not enter in the stepwise discriminant procedure, the univariate analysis of variance performed on the group means revealed a significant difference between groups, F(l, 76) = 3.27, p = .043 (moderate-effectiveness group, M= 154.46, SD = 28.86, vs. high-effectiveness group, M = 135.79, SD = 17.51, and low-effectiveness group, M = 140.76, SZ> = 31.79), and this pattern of means was similar to that found for the measure of sex anxiety.
Men's current intercourse. One hundred five of the 133 currently sexually active male subjects had complete records for the variables used to assess discrimination among the three contraceptive groups. Two significant canonical discriminant functions were found. An evaluation of the first function gave the following information: eigenvalue = .963, canonical correlation = .700, Wilks's lambda = .438, x 2 (16, N = 105) = 81.43, p = .00001; and the second function yielded the following: eigenvalue = .165, canonical correlation = .376, Wilks's lambda = .859, * 2 (7, N = 105) = 15.01, p = .036. Thus the three contraceptive groups were significantly separated on the basis of both dimensions represented in the discriminating variables. A classification procedure based on both significant functions correctly classified 63.03% of 119 original subsample cases with 67.7% of the high-effectiveness group, 41.2% the moderate-effectiveness group, and 74.5% of the low-effectiveness group correctly classified.
The first linear function represented by the set of variables selected in the stepwise procedure, along with their standardized canonical discriminant function coefficients, included the following discriminating variables: relationship commitment, .695; dogmatism, -.628; age at initial sexual experience, .520; time frame in which birth control is discussed, -.439; internal-external locus of control, -.412; birth control knowledge, .370; self-esteem, .217; and the dichotomous variable representing affiliation with either the Catholic or a Protestant religion, -.083. The second linear function represented by the set of variables selected in the stepwise procedure, along with their standardized canonical discriminant function coefficients, included the following discriminating variables: self-esteem, -.764; affiliation with the Catholic or a Protestant religion, .610; time frame in which birth control is discussed, .344; age at initial sexual experience, .163; dogmatism, -.154; birth control knowledge, .133; locus of control, .093; and relationship commitment, -.090.
The first discriminant function separated the high-effectiveness group (group centroid = 1.455) from the moderate-and low-effectiveness groups (group centroids were -.036 and -.695, respectively). In contrast to individuals in the moderate-and low-effectiveness groups, those in the high-effectiveness group tended to be involved in a more committed relationship (high, M = 3.14, SD = .83; vs. moderate, M = 2.63, SD = .85; and low, M -2,28, SD = .69), be less dogmatic (high, M -148.28 The second discriminant function, which was also significant, separated the moderateeffectiveness group (group centroid = -.632), from the high-and low-effectiveness groups (group centroids were .239 and .262, respectively). In contrast to individuals in the highand low-effectiveness groups, individuals in the moderate-effectiveness group tended to score higher on a measure of the self-acceptance component of self-esteem (moderate, M = 79.73, SD = 6.7-1; vs. high, M = 74.48, SD = 9.76; and low, M = 73.07, SD = 13.87 and were more likely to be affiliated with a Protestant religion (moderate, M = . 13, SD = .35; vs. high, M = .34, SD = .48; and low, M = .39, SD = .49).
Discriminant analysis summary. Inspection of Table 2 reveals that discrimination of the three contraceptive groups for both males' and females' initial sexual experience was not very successful. Though one function was derived for each sex at initial intercourse, the canonical correlation coefficients and Wilks's statistics were only .273 and .925, respectively, for females, and .395 and .840, respectively, for males. Similarly, classification of cases based on the derived discriminant function was not very successful for either the male or female group. Thus the potential discriminating variables were not very effective in differentiating the three contraceptive groups at initial sexual experience for either male or female college students.
Males' and females' current contraceptive use, however, was better differentiated than males' and females' initial contraceptive use. The significant discriminant function for womens' current contraceptive use separated the moderate-effectiveness group, primarily consisting of women whose partners used a condom, from the high-and low-effectiveness groups. The basis for this discrimination was the moderate-effectiveness group's tendency to engage in sex on a less frequent basis, their greater affiliation with a Protestant religion, and their higher level of sex anxiety and sex guilt compared to the high-and low-effectiveness groups.
The currently sexually active male subsample was clearly the best distinguished of the four subsamples. The first discriminant function separated the high-effectiveness group, primarily consisting of men whose partners used the pill, from the moderate-and loweffectiveness groups. This discrimination was made on the basis of the high-effectiveness group being involved in more stable relationships, being less dogmatic, starting their sexual activity at a later age, and possessing more knowledge about birth control than the other two groups. The second, relatively less im- portent, dimension identified by the discriminant analysis involved a differentiation of the moderate-effectiveness group from the highand low-effectiveness groups. This discrimination was attributable to the moderate effectiveness group's relatively higher self-esteem and their stronger affiliation with a Protestant religion compared to the high-and low-effectiveness groups.
Discussion
Overall, the best discrimination of the four subsamples examined was for the current contraceptive behavior of males. In some ways, the set of variables that discriminate between the high-effectiveness males and the other males present a stereotype of an effective contraceptor: an open-minded individual, well informed about contraception, who became sexually active at a later age compared to his friends, and who is currently involved in a stable relationship. This profile, however, must be interpreted carefully. Given that there is no male-initiated contraceptive method (other than a vasectomy) that used alone qualified a male as highly effective, and that in this sample, 100% of the men in the high-effectiveness group reported that their current method of birth control was the pill, a male's classification as an effective contraceptor was only made through his association with a female who was using the pill. It is possible then, that this profile fits men who choose partners who are effective contraceptors, rather than men who actively initiate superior contraceptive methods. It may be more accurate to say that men who are in stable relationships, are less dogmatic, and know more about contraception are likely to choose partners who are using the pill than it would be to say that these, men are effective contraeeptors. It may also be that these males did take an active role in influencing their partners' choice of the pill. Further research is warranted to follow up this intriguing possibility.
The importance of the partner in the sexual interaction was again an issue when interpreting the results of the discriminant analysis of females' current contraceptive use. Sixtynine percent of the women in the moderateeffectiveness group, were assigned to this group on the basis of reporting the use of the condom, another partner-initiated method. One possible interpretation of these discriminating variables is that this pattern is consistent with previous findings suggesting that an individual's emotional orientation to sexuality (hence sex guilt and sex anxiety) may influence contraceptive behavior (Fisher, 1978; Fisher, et al., 1979; Gerrard, 1977 Gerrard, , 1982 . The group of women who reported condom use were characterized by high levels of sex guilt and sex anxiety. This emotional orientation may have influenced them to be less sexually active compared with other women their age, and when a sexual situation did occur, they were generally unprepared and had to rely on their partners for contraception.
Though the discriminant functions reported here would undoubtedly be different for an older sample of married subjects (who are more likely to use the diaphragm and have vasectomies), they serve .to illustrate the importance of the partner in the contraceptive behavior of unmarried young people. It is obvious that studies that assess the amount of influence a man has on a woman's decision to use the pill, or a woman has on a man's decision to use a condom, are necessary to evaluate these alternative interpretations of the data.
It is interesting that, overall, male contraceptive behavior was predicted better than female contraceptive behavior. It is entirely possible that the better prediction of male behavior relative to female behavior, can be explained by the omission of some variable or variables important to women. For example, an assessment of a woman's attitudes toward specific kinds of contraception was not included in this study and may present an important omission. If the recent decrease in use of effective methods (e.g., the pill) reported by Zelnick and Kantner (1980) is a result of misconceptions about the reliability of and risks attendant to various methods of contraception, an understanding of the attitudes toward specific contraceptive methods may be extremely important in understanding contraceptive choices.
Although this study did not assess attitudes toward specific contraceptive methods, the importance of women's emotional orientation to sexuality (i.e., sex anxiety and sex guilt) as a factor in contraceptive behavior was clearly supported. The finding that women in the moderate effectiveness group, those primarily reporting use of the condom, score higher on both sex guilt and sex anxiety is an intriguing extension of earlier findings suggesting that when high sex guilt does not inhibit sex, it often inhibits effective contraceptive use (Gerrard, 1977 (Gerrard, , 1980 . The current results suggest that negative attitudes toward sexuality may predispose a woman to take a more passive role and abide by her partner's decision to use a condom. .Given that male condom users report higher self-esteem, the woman high in sex guilt may abdicate responsibility by choosing a partner who is willing to take responsibility (i.e., obtain and use condoms). Once again, this interpretation points to the need for research on how couples interact in implementing a contraceptive strategy.
This study failed to replicate an important earlier finding that the seriousness of the relationship is related to contraceptive use. It would have been suspected, on the basis of previous studies (e.g., Fisher et al., 1979; Foreit & Foreit, 1978) , that casual relationships would be associated with moderate-or loweffectiveness contraceptive methods and steady relationships with highly effective methods. In this study, however, the average sexually active subject reported being engaged to his or her partner. Several possibilities may account for this high preponderance of stable relationships reported in the present study. It may be that the current study's female sample is unrepresentative of the typical dating patterns of college-aged women in that the women in the present study engage in sexual activity primarily in the context of a steady, stable relationship or felt that it was socially desirable to report that they did. Although it could be argued that this is attributable to attitudes prevailing at the midwestern setting in which the data were collected, the present study's sexual activity level is consistent with Foreit and Foreit's (1978) sample collected from two widely varying geographic regions (college campuses in the northeast and southwest United States). Another possibility is that asking students to assess their relationship commitment on the basis of being "casual" or "steady" and so on is not an accurate measure of commitment (e.g., some steady relationships may be characterized by low commitment). An obvious methodological improvement here might be to develop a specific Likert dimension (high commitment-low commitment) assessing the level of emotional involvement that describes the relationship in which the sexual activity occurs rather than ambiguous categories such as casual and steady relationships.
Another important methodological problem that research in this area has encountered involves how contraceptive behavior should be measured. Some studies have ranked birth control methods in an ordinal scale of increasing theoretical effectiveness (e.g., no contraception, withdrawal, condom, and the pill) and sampled the contraceptive method used at a specific time (e.g., Foreit & Foreit, 1978) . Another approach (Fisher et al., 1979) has been to assess the consistency of female contraception, with no provision for judging the reliability of the method used. The present study sampled two aspects of subjects' contraceptive use-use at initial sexual experience and current method-using actuarial data on use effectiveness to determine method reliability (Hatcher et al., 1978) . None of these dependent variables, however, gives an overall picture of an individual's contraceptive behavior. For a global assessment of contraception, what is needed is some measure of (a) how effective, in use effectiveness terms, are the methods that have been used, (b) how consistent, over time, has the contraceptor been, and (c) how much initiative have the individuals taken in planning their own contraception. A linear combination of these measures could be used as one set in a canonical correlation analysis, but results from such an analysis are often difficult to interpret. Better methods are needed to assess the likelihood of conception during an individual's entire sexual history.
Another issue that pertains to the dependent variable of reported contraceptive behavior is the reliability of self-reports of sexual information. It may be argued that reports of sexual activity and contraception are susceptible to response biases. For example, it may be socially desirable to say that one is sexually active. Similarly, an individual may know that he or she should have used an effective contraceptive method during intercourse and may report that he or she did, whether or not this is the case. Again, research on the reliability of selfreports is needed.
Conclusion
Though results of this study indicate that only very modest differentiation and classification can be made for initial contraceptive use of groups of college-aged males and females, this finding is consistent with previous research. It is possible that initial sexual encounters are largely unplanned and spontaneously entered, and therefore meaningful prediction of contraceptive behavior cannot be made.
The current study clearly points to the need for research on sex differences in contraception, partner contributions to contraceptive behavior, and more specifically, the impact of males on the contraceptive planning process. Also given that sex guilt and sex anxiety differentiated between women who used no protection and those who relied on their partners' use of the condom, this study adds to the mounting evidence (Fisher, 1978; Fisher, et al., 1979; Gerrard, 1977 Gerrard, , 1982 Goldsmith, Gabrielson, Gabrielson, Matthews, & Potts, 1972 ) that a negative emotional orientation to sexuality influences a woman's choice of birth control. Specifically, there appears to be a subset of sexually active women, characterized by a negative response to sexual issues, who find planning for sexual intercourse to be aversive.
